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previous trans-sphenoidal surgery, is a rare but life-
threatening sellar disease. We herein present the case of
a male patient with an isolated abducens nerve palsy and
anterior panhypopituitarism caused by pituitary abscess,
which completely resolved after conservative antibiotic
treatment.
A 35-year-old man, with a history of allergic rhinitis,
presented with malaise associated with progressive onset
of frontal headache followed by diplopia for 3 days. On
examination, his body temperature was 38C with a com-
plete paralysis due to right abducens nerve palsy; however,
his visual acuity was intact (Figures 1Ae1D). Laboratory
examination revealed the following measurements: white
blood cell count 13,300/mL with 57% neutrophils and 32.4%
lymphocytes; and C-reactive protein 42.9 mg/dL (0e8 mg/
dL). Endocrine evaluation demonstrated anterior pan-
hypopituitarism with the following values: morning cortisol
(cortisol AM) titer 0.282 mg/dL (5e25 mg/dL), thyroid-
stimulating hormone titer 0.185 mIU/mL (0.27e4.2 mIU/
mL), free thyroxine titer 0.595 ng/dL (0.93e1.7 ng/dL),Conflicts of interest: The authors have no conflicts of interest
relevant to this article.
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0929-6646/Copyright ª 2015, Elsevier Taiwan LLC & Formosan Medicaltotal triiodothyronine titer 57.43 ng/dL (85e200 ng/dL),
testosterone titer less than 0.025 ng/dL (2.8e8 ng/dL),
luteinizing hormone titer 0.976 mU/mL (1.5e9.2 mU/mL).
The titers of adrenocorticotropic hormone, serum prolac-
tin, follicle-stimulating hormone, and growth hormone
were within normal limits. Magnetic resonance imaging
(MRI) showed a peripherally enhancing sellar lesion (Figures
1Ee1H). Given the fever, acute onset of abducens palsy
without ocular nerves involvement, and the opacification in
sphenoid sinus on MRI, a pituitary abscess secondary to
sphenoid sinusitis was highly suspected. Empiric antibiotics
(amoxicillin/clavulanate potassium) with hormone
replacement were administered with close observation of
any neurologic changes. After 3 days of treatment with
antibiotics, the headache resolved, while some movement
of the right lateral rectus muscle was observed after 14
days of treatment. Two months later, the patient had
complete clinical recovery of his abducens palsy with
restoration of endocrine function and radiological resolu-
tion of the sellar lesion (Figures 1Ie1L).
The common differential diagnosis of sellar lesions
consists of tumor, vascular lesion, Rathke’s cleft cyst, and
pituitary apoplexy. However, it is very unusual for pituitary
apoplexy to present clinically with fever and only abducens
palsy without other ocular nerves involvement. Pituitary
abscess is very rare. The symptoms/signs include headache,
visual problems, and endocrine dysfunction, which are
nonspecific and may present with other sellar lesions.1,2
Only 24% of patients had a fever with leukocytosis from
literature review, and none presented with only isolatedAssociation. All rights reserved.
Figure 1 (AeD) Clinical pictures showing right abducens palsy. Magnetic resonance imaging on admission shows an intrasellar
soft-tissue lesion with suprasellar and right parasellar extension (red arrow) with isointensity to hyperintensity on (E) a pre-
enhanced T1-weighted sagittal image and (F and G) thick, rim enhancement after contrast administration. (H) A hyperintense
lesion (yellow arrow) on coronal T2-weighted image at the sphenoid sinus. Images after 2 months of antibiotics (amoxicillinþ
clavulanate potassium) treatment. (I) Clinical picture showing complete recovery of abducens palsy. (J) Postcontrast sagittal and
(K) coronal T1-weighted images showed significant decreased size of the sellar lesion. (L) Coronal T2-weighted image showing
resolution of sphenoid sinusitis.
Pituitary abscess 135abducens palsy.2 The cavernous sinus is passed by the cra-
nial nerves (CNs) III, IV, V (branches V1 and V2), and VI
(abducens nerve). The CNs III, IV, V1, and V2 run within the
lateral wall of the sinus, whereas the abducens nerve runs
within the middle of the sinus alongside the internal carotid
artery. Because parasellar abscess extends into the
cavernous sinus, the inflammatory irritation involves the
abducens nerve earlier than other nerves and presents as
the first clinical manifestation of CN deficit (Figure 1G). MRI
scans are usually obtained for any sellar lesion, but the
standard radiologic criteria for diagnosing pituitary abscess
have not yet been established. Because of its low inci-
dence, pituitary abscess is often preoperatively mis-
diagnosed as possible neoplasm with the final diagnosis
often determined after surgery resulting in a high post-
operative hypopituitarism rate up to 78%.2 The most com-
mon organism isolated postoperatively is coagulase-
negative Staphylococcus, but in approximately 36% of the
cases, no organism was isolated on cultures.2
Current treatments include antibiotics alone or surgical
drainage with antibiotic treatment along with hormone
replacement. In the presence of clinical or radiologic signof sinusitis, a nasal sinus swab may be useful for bacterial
identification. Preoperative clinical recognition of pituitary
abscess is challenging but crucial because it can be treated
with antibiotics with/without surgical drainage.3,4 Prompt
surgical excision of the pituitary abscess as in the case of
pituitary tumor or apoplexy has a high risk of permanent
endocrine deficiency.2References
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